passage into the bladder was situated at the posterior part of the mass (see fig.) . By firm, sustained pressure the mass was replaced. There was an obvious tendency to recurrence, and a catheter was therefore inserted iinto the bladder and secured in position with the hope that the constant pressure would prevent a renewed protrusion of the mucosa. This treatment was only partly successful; by next day, in spite of immobilizing the child as much as possible, the catheter became dislodged and the prolapse returned as before. Two days later the child was again anresthetized. Four fine catgut stitches were inserted, flush with the fossa navicularis, passing from the outside to the urethra, and from urethra back to the starting point. The sutures were then tied, and the redundant mucosa excised. A catheter was not inserted. The child made an uninterrupted recovery, and at no time had she any difficulty with micturition. She has been seen again recently (18.4.44), and it is not now possible to detect any abnormality. Micturition is normal. On questioning, the mother states that the child has some "urgency" but never wets herself, nor does she want to void urine unusually often.
Prolapse of the mucous membrane of the urethra is a rare condition and I am not aware of any previous record of its occurrence in a child. It is probably associated with an unusually wide urethra; this seemed to be so in the case described.
It would be interesting to know how much mucosa can be drawn down and excised without interference with the bladder function. In this case the excision caused no appreciable ill-effect.
Miss L., aged 47 years, complained that for three or four years she had had a slight discharge of blood from the umbilicus with each menstruation. This was accompanied by pain in that area. Menstruation was normal and not accompanied by any unusual lower abdominal pain.
On inspection, the umbilicus was found to be rather deep, and at the bottom there was a small brownish projection. Gynzecological examination suggested some thickenings Endometriosis of umbilicus.
The skin and endometrial glands are seen in close approxidmation.
Proceedings of the Royal Society of Medicine 32 in the pelvis at the sides of the uterus. The patient was given instruction in the regular cleansing of the deep umbilicus, and told to report again at a later date. This she did; the symptoms were as before and she was therefore admitted to hospital. At operation the whole umbilical area was carefullv resected; it was now obvious that there was an abnormal thickening of the region, but the inner or peritoneal surface of the umbilicus was quite smooth. An opportunity now presented to examine the pelvic organs, and it was found that they were involved in an extensive endometriosis with numerous areas of tarry blood cysts. There did not appear to be any communication between the pelvic endometriosis and the umbilicus. As the patient was already at the menopausal age, and as there were no symptoms relating to the pelvic organs, further operation was not thought justifiable and the abdomen was accordingly closed.
The patient made a good recovery and when seen six months later was in excellent health. Histological examination of the umbilicus showed numerous gland areas indistinguishable from uterine mucosa in the proliferative phase (see fig.) . Two and a half years later the patient reports that she is in good health, save for obstinate constipation, and is free from abdominal pain. Novak states that some forty cases of endometriosis of the umbilicus have been recorded. Vartan (1937) has recently recorded two further cases in one of which there was a monthly discharge of blood. An umbilical endometriosis that not only causes pain and swelling but bleeds regularly each month is extremely rare and justifies the record now presented. Mrs. F. M., aged 73, suffered from a large prolapse of the uterus for many years. In 1938 she had a Mayo-Ward type operation performed by a very competent gynaecologist. While in hospital her convalescence was satisfactory. The patient stated that she was later examined by a junior house-surgeon who did not heed her complaint that all was not well. The prolapse, according to the patient, soon returned, but dissatisfied, and supposing that her old complaint had returned, she did not seek further advice.
Five years later this patient came to the Oxford area and was sent to me by her own doctor who correctly diagnosed that the prolapse was a rectal inversion. On examination, a mass of congested rectal mucosa was seen to project a full 5 in. beyond the vulva. On passing a finger into the anal canal an opening could be felt half-way up
